This study sought to characterize the elderly and their participation in group educational activities, and to verify the socio-demographic and health factors associated with non-participation. It was a cross-sectional survey carried out with 2,142 elderly individuals, using descriptive analysis, Student's t-test and logistical regression (p<0.05). In both groups, the majority of participants were women, 60├70 years of age, married, with an income of one minimum salary. The elderly participants predominately showed 1├4 years of education, with non-participants 4├8. The morbidities most cited by the elderly who participated in educational activities were: hypertension and vision problems. Among non-participants, vision and spinal problems prevailed. In both groups, the greatest percentage was 1├3 incapacities. The age range of 80 years and above was associated with a greater chance of non-participation in activities. It is necessary to plan actions that favor participation, thereby contributing to monitor their health conditions.
INTRODUCTION
Population aging is a global phenomenon that has also been experienced in Brazil, where from 1999 to 2009, the percentage of elderly people rose from 9.1% to 11.3% (1) . From this reality emerges the need for the development of health strategies that are capable of meeting the demands of this population. In Brazil, policy directed to health care of the elderly proposes that health services should meet the needs of this population, promoting the training of professionals, as well as the development and facilitation of group participation (2) . In this investigation, the groups were denominated by group educational activities, considering the characteristics of the actions performed in the health services in which this resource is used. In the majority of cases, the elderly participate in groups for diabetics, hypertension or the elderly.
In the context of collective health, group educational activities often assume an approach focused on the disease or on the health problems presented by the users of the services (3) . This fact shows that in terms of primary health care, the approach to the process of human aging has been ruled by diseases, and distanced from the promotion of health (4) . In this perspective, it is necessary that the health team reflects on how it is developing group work, in a way that makes it more effective and consonant with the learning needs of the elderly (4) . Further, participants may or may not feel that they benefit from the group, since participation is imposed and permeated by symbolic exchanges, such as obtaining medical prescriptions and measuring blood pressure, among others (3) . Thus it can be inferred that the manner in which the health professionals conduct the groups is reflected in the greater or lesser participation of the population in the educational activities.
It is emphasized that the elderly who seek out groups intend for it to be a space that favors listening, since in the majority of family environments, their participation in decision-making is not permitted (5) . Considering the presupposition that the development of group educational activities with elderly people can contribute to a healthier existence, the following question emerged: what are the factors that are associated with their non-participation in these activities?
The objectives of this research are to characterize the elderly and their participation in group educational activities, and to verify the sociodemographic and health factors associated with non-participation in group educational activities.
METHODS
A cross-sectional, observational home survey study done with elderly residents in the city of Uberaba, in the state of Minas Gerais (MG), Brazil.
The population sample size was obtained by members of the Research Team for Collective Health of the Universidade Federal do Triângulo Mineiro (UFTM). This calculation included 3,034 elderly individuals, considered 95% confidence, 80% power, 4.0% margin of error for the interval estimates, and an estimated proportion of p=0.5 for the interest proportions. The elderly were selected through the technique of proportional stratified sampling, considering the various neighborhoods as strata.
The research sample was comprised of elderly people who met the inclusion criteria of at least 60 years of age or more; a minimum score of 13 points on the cognitive evaluation; male or female; living in the urban zone of Uberaba, MG; and agreement to participate in the research. A total of 2,142 elderly individuals met the criteria, and these were divided into two groups: 251 who participate in group educational activities, and 1,891 who do not participate.
The Cognitive evaluation was based on a reduced version of the Mental State Mini Exam (MSME), validated in Brazil (6) . Each correct answer was considered one point, with a maximum score of 19 points (6) . Data collection was done using a semi-structured instrument containing socio-demographic and health variables: gender; age group; marital status; living arrangement; education level, in years of schooling; individual income, in minimum salaries; morbidities; number of morbidities; activities of daily living (ADL); number of functional incapacities; participation in group educational activities; number of group educational activities and type of group educational activities. Functional incapacity was considered when the elderly person needed help from another person to perform ADL.
The elderly people were interviewed in their homes by a team of 12 selected, trained and super-vised interviewers. The data was collected during the period from August to December of 2008.
A spreadsheet for storage of the data was created using Microsoft Excel®. Double-entry was used to input the collected data; later, the existence of inconsistency between the two spreadsheets was verified and correction proceeded, referring back to the original interview when necessary.
To proceed in the analysis, the data was transported to the statistical program Statistical Package for Social Sciences (SPSS) version 17.0. Descriptive analysis through absolute and percentage frequencies, and bivariate analysis for the categorical variables through the chi-squared test, was performed. In this phase, the socio-demographic variables were recategorized to make them dichotomous: marital status (with or without a partner); living arrangement (living alone or not), education level (with or without) and income (with or without). The numeric variables (number of morbidities and functional incapacities) were submitted to the Student's t test. The tests were considered significant when p<0. 10 .
Later, multivariate analysis through logistical regression was performed. In this model, the variables that had a value higher than p<0.10 in the bivariate analysis were considered. The dependent variable was participation or not in educational activities, and the independent variables were: gender; age group; marital status; living arrangement; education; income; number of morbidities and functional incapacity. The tests were considered significant when p<0.05. This research was approved by the Human Research Ethics Committee at UFTM, protocol Nº 897. The elderly participants were informed about the objectives of this research, and the interview was conducted only after they signed the Free and Informed Consent Form.
RESULTS
Among the interviewed elderly, 11.7% participated in group educational activities, with frequency represented by one activity (79.7%), two (16.3%) and three (3.6%). The predominant group educational activities were related to hypertension (44.5%), the elderly (31.6%) and diabetes mellitus (18.4%).
In both groups the majority were women, with a higher percentage among the elderly individuals that participated in group educational activities (67.7%) than non-participants (61.8%).
The percentage of elderly between the ages of 60├70 among the participants (51.4%) was higher than non-participants (45.7%), with the inverse occurring for the age range of 80 years and above (9.6 and 16 percent, respectively).
In both groups, most elderly individuals were married or lived with a partner; 53.4% of which participated in group educational activities, while 48.2% did not. It is worth noting that the percentage of widowed individuals that did not participate in group educational activities (37.8%) was higher than those that participated (32.7%).
Elderly individuals who lived with their children, with or without a spouse, predominated among those that participated in group educational activities (40.2%), over those that did not participate (32.4%). Among the elderly who lived alone, the greater frequency was for those that did not participate in group educational activities (13.1%) in relation to those that participated (11.6%).
The elderly participants in group educational activities (40.6%) had less schooling (1├4 years) in relation to non-participants (4├8 years), representing 33.5%.
In regard to monthly individual income, one minimum salary predominated, with similar percentages between participants (55%) and nonparticipants (55.1%).
Among those that participated in group educational activities, 7├10 morbidities predominated (33.9%), followed by 4├7 (27.5%); however, among non-participants, the inverse occurred, with the higher percentages being 4├7 morbidities (33.3%) followed by 7├10 (27.7%).
Among the elderly who participated in group educational activities, the primary health problems were hypertension (81.7%) and vision problems (70.9%), while for non-participants, the primary health problems were vision (77.6%) and spinal (63.6%).
The functional incapacity to perform activities of daily living (ADL) was greater among nonparticipating elderly (26.8%) than participating (25.5%). Those participating have 1├3 (23.5%), 3├│5 (1.6%) and six or more (0.4%) compromised ADLs, while non-participants have 1├3 (22%), 3├│5 (3.6%) and six or more (1.2%). Table 1 below shows the distribution of the ADLs of the studied population.
In both groups, the ADL with highest prevalence of functional incapacity was cutting toenails. However, the ADLs that the elderly performed with a lot of difficulty were: going up and down stairs (both groups), cutting toenails (10%) for participants, and walking on a flat surface (7%) for non participants, as shown in Table 1 .
Bivariate analysis was performed to verify the factors associated with non-participation in group educational activities. The variables that met the established criteria (p<0.10), and were submitted to multivariate analysis through logistical regression were: gender ( In the last model of multivariate analysis, it was observed that only age group remained a predictor of non-participation in group educational activities. As shown in Table 2 , elderly individuals aged 80 years or older showed 89% more chance of non-participation in group educational activities.
DISCUSSION
The percentage of participants in educational activities in this study was less than that found in a study done with elderly people registered in Units of the Family Health Strategy (FHS), in which 35.6% participated in groups (7) . The low participation in group educational activities found in this study may be related to the fact of the elderly individuals having been interviewed at home, independent of their connection to the public health service, different from the investigation cited above.
The predominance of participation in activities related to hypertension, aging and diabetes mellitus corroborates with the scientific literature, emphasizing that the themes most treated in the elderly groups relate to illnesses (8) . In regard to gender, the result of this investigation diverges from that found in a randomized clinical trial with elderly people, in which the percentage of women was higher among the elderly that did not participate in educational activities (63.3%), compared to those who participated (61.1%) (9) . The greater adhesion by elderly women in group educational activities offered by the health services may be a result of being widowed, which contributes to increase free time and reduces domestic concerns and responsibilities (10) . Men show greater difficulty in participating in activities not related to work and groups after retirement (11) . Thus, the implementation of actions specifically directed to men, aiming to improve assistance to their health, is important (12) . Therefore, actions targeted to elderly groups, with the potential to support social integration, information and leisure, should consider the different needs of men and women, as well as develop strategies that favor the participation of men (13) . In regard to the age group among the elderly people who attend peer groups, greater prevalence of the age group from 60 to 70 years of age has been observed, corroborating this study (11) . The lower percentage of participation among the elderly aged 80 and over may be related to functional limitations to participating in activities, and the need for help from other people. The elderly at a more advanced age may present greater prevalence of functional incapacity (14) , affecting their independence to participate in community activities.
These data reveal the need for health professionals to develop strategies to identify the possible difficulties of the eldest in joining group educational activities, in addition to foreseeing the adaptation of spaces destined for these activities, in order to safely receive them. Furthermore, elderly health care can prioritize actions that prevent illness and promote health, in which the group educational activities can contribute to the monitoring of the health conditions of this population.
The prevalence of married elderly individuals, or those who live with a partner, diverges from that found in the investigation, in which the percentage of married elderly individuals among those that to not participate in educational activities (76.7%) was higher than those who do participate (61.1%) (9) . Considering the proportion of widows in this study, health professionals should emphasize care to those elderly individuals who do not have partners. They should be encouraged to participate in activities of their preference, with the aim to minimize social isolation. Group educational activities may be one way to amplify their social network and possibilities for company.
Different from this research, the investigation done with elderly participants from a peer group center identified that 65.9% reside with children and 28.4% with a partner (13) . The encouragement and strengthening of partnerships between families and nurses can minimize the difficulties experienced by both in their care to the elderly individual. The nurses may use the family space to strengthen the affective ties. Support from the family to the elderly person to socialize and participate in group educational activities is essential, as these constitute opportunities for his or her monitoring. It is worth noting that elderly people who do not have children or relatives close by only have friends to interact and speak with, constituting a network of support with possible limitations (15) . In this context, the nurse should encourage the elderly individuals who live alone to participate in activities developed in the health services and together with the community, aiming to expand the individuals' social relationships.
Similar to this research, an investigation conducted with elderly people who participated in groups found education level to be up to four years (69%) (11) . In regard to monthly individual income, one study done in the Health Units found that the majority of elderly participating in group activities (55.9%) lived on less than two minimum salaries (16) . Considering that income may limit access to leisure and acquisition of the goods necessary for the improvement of health and lifestyle conditions, the activities developed in the community and health services may constitute one of the few options for socializing by the elderly.
The percentages of comorbidities found for those not participating are higher than those found in another study, in which the elderly presented up to two morbidities (59%) (14) . It should be highlighted that the group educational activities may contribute to the health care to elderly individuals with comorbidities, prioritizing the promotion of health and prevention of complications.
Although presenting lower percentages, hypertension was the most prevalent disease among the elderly individuals who attend a community center (55%), who also obtained, among the cited complaints, musculoskeletal problems (44.7%) (11) . A higher percentage was further verified to that of this research, of elderly not participating in group educational activities with hypertension (73.2%), registered in the FHS (17) . This study highlights that the percentage of elderly people with vision and spinal problems among those not participating was greater than those participating, to the contrary of hypertension, a fact that may be attributed to the predominance of group educational activities directed on this morbidity.
These data show that in both groups, a considerable percentage of the elderly have chronic illnesses. The FHS is a space for the nurse to monitor the health conditions of the elderly individual on a monthly basis, with the intention of promoting the maintenance of health and postponing complications. These actions can be reinforced and amplified in the context of group educational activities.
In terms of functional incapacity, although the percentages are similar, the fact that nonparticipating elderly present, in terms of percentages, greater functional incapacity, consigns to the reflection about the inclusion of elderly with a dependence on group educational activities, guaranteeing their access.
Furthermore, the possibility that the elderly person is limited from participating in group educational activities, either temporarily or permanently, as a result of functional incapacity, should be considered. During the group educational activities, strategies can be developed to work on the functional capacity of the elderly person, aiming to minimize the appearance of incapacities. In this context, the nurse should encourage the maintenance of the functionality of the elderly individual, with support from the health team.
Additionally, it is important that the health professional develop strategies for intervention directed to the elderly and their relatives, with an aim to encourage self-care, keeping in mind the high percentage of chronic diseases, in addition to the presence of functional incapacity to carry out the ADLs.
The fact that elderly people participating in group educational activities, in spite of having a greater number of chronic illnesses, they have a lower number of functional incapacities, is intriguing. Further studies could identify if the participation in group educational activities has contributed to this situation.
In the ADL, cutting toenails had a similar percentage (26.4%) to that obtained in a study conducted among peer groups with elderly (13) . This functional difficulty can be understood by the possible musculoskeletal limitations that appear over the years, and that interfere in performing ADLs (13) . Among non-participants, the greater percentage of functional incapacity related to mobility may be contributing to lower participation, since the elderly person that participates in groups is independent to walk around (13) . Thus, health professionals should develop strategies to facilitate the participation of the dependent elderly person in activities related to movement. Nursing can contribute by increasing the awareness of family members and companions, encouraging them to participate in the activities together with the elderly person. Furthermore, nurses can identify the locations with best access, establishing partnerships with the community and best hours that meet the needs of this population.
In regard to ADLs performed with a lot of difficulty, one survey showed that 10% of elderly individuals had a lot of difficulty going up a ladder or stairs, a percentage higher to that of this investigation (18) . It is notable that the non-participating elderly people showed a greater percentage of difficulties related to mobility, walking close to home and on a flat surface, and this fact may be contributing to non-participation in group educational activities. In this sense, health services can implement strategies to encourage functionality, even in the presence of multiple morbidities, aiming to postpone the appearance of functional incapacity.
The lower participation among octogenarian elderly may be related to functional limitations, since functional performance tends to reduce as age group increases (19) . This study highlights that functional incapacity is related to mobility. This fact probably contributes to the separation of the elderly person from the social sphere, and consequently increases his/her tendency toward isolation at home, (19) and may compromise his/her participation in group educational activities.
Research verified that the age 75 or higher is related to 3.4 times more chance of difficulties to perform ADLs, which can interfere in participation in community activities (20) . These data reinforce the need to investigate the causes for low participation of octogenarian elderly in group educational activities. In this way, it will be possible to develop actions that aim to encourage and facilitate access by this population to health services and in community activities.
CONCLUSIONS
The majority were women, 60├70 years of age, married, with an income of one minimum salary. The elderly participants predominately showed 1├4 years of education, compared to non-participants, with 4├8. The morbidities most cited by the elderly who participated in educational activities were hypertension and vision problems. Among non-participants, vision and spinal problems prevailed. In both groups, the greatest percentage was 1├3 functional incapacities. The age range of 80 years and above was associated with a greater chance of non-participation in group educational activities.
It should be noted that one limitation of this study is that morbidity was self-cited, and these data may be underestimated due to absence of a diagnosis. Additionally, due to cross study delineation, implicit relationships of causality between the variables studied cannot be assured.
However, it is important that health services identify the difficulties that male octogenarians with low incomes and a higher number of functional incapacities have in participating in group educational activities. In this way, directed actions can be planned that favor participation of the elderly person, contributing to the monitoring of their health conditions, considering polymorbidity as well as quality of life.
